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Ketidakakuratan kode diagnosis dan tindakan pada dokumen rekam medis di RSO 
Prof. Dr. R. Soeharso Surakarta masih terjadi. Penelitian ini bertujuan untuk 
mengetahui hubungan kelengkapan laporan penting dokumen rekam medis 
dengan keakuratan kode diagnosis dan tindakan di RSO Prof. Dr. R Soeharso 
Surakarta. Penelitian ini merupakan penelitian observasional dengan pendekatan 
cross sectional. Subjek penelitian adalah dokumen rekam medis pasien pulang 
rawat inap selama tri wulan IV tahun 2010. Sampel dalam penelitian ini adalah 93 
dokumen rekam medis, dengan pengambilan sampel secara simple random 
sampling. Analisis dilakukan dengan uji korelasi Rank Spearman. Hasil penelitian 
menunjukkan bahwa terdapat hubungan yang signifikan antara kelengkapan 
laporan penting dokumen rekam medis dengan keakuratan kode diagnosis dan 
tindakan pada (p=0,001dan r=0,457). Kelengkapan laporan penting dokumen 
rekam medis harus ditingkatkan agar kode diagnosis dan tindakan di RSO Prof. 
Dr. R. Soeharso Surakarta akurat. 
 
Kata kunci: kelengkapan laporan penting dokumen rekam medis, keakuratan kode 
diagnosis dan tindakan. 
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THE CORRELATION BETWEEN THE COMPLETENESS OF IMPORTANT 
REPORT IN MEDICAL RECORD DOCUMENTS WITH THE PROCEDURE 
AND THE ACCURACIES OF DIAGNOSE CODING IN PROF. DR. R 
SOEHARSO ORTHOPEDIC HOSPITAL SURAKARTA. 
 
ABSTRACT 
Inaccuracies of procedure and diagnose coding in medical report documents in 
Prof. DR. R Soeharso Orthopedic Hospital Surakarta still occurred. This research 
aimed to know the relationship between the completeness of important report in 
medical record documents with the procedure and the accuracies of diagnose 
coding in Prof. DR. R Soeharso Orthopedic Hospital Surakarta. This research is 
an observational research with the cross sectional approach. The subject of this 
research is the medical record documents from the outpatient for the last three 
month in 2010. The sample of this research consist of 93 medical record 
documents that resulting from the simple random sampling process. Data 
analyses were done by Rank Spearman Correlation test. The result shows that 
there is a significant correlation between the completeness of important report in 
medical record documents with the procedure and the accuracies of diagnose 
coding (p=0.001 and r=0.457). The completeness of important report in medical 
record documents must be increased for getting more accurate procedure and 
diagnose coding in Prof. DR. R Soeharso Orthopedic Hospital Surakarta. 
KEY WORDS: the completeness of important report in medical record documents, 
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ALFRED : Administrative, Legal, Financial, Research, Education 
BLU  : Badan Layanan Umum 
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